Abstract We report an unusual case of bilateral anterior shoulder dislocation following trauma. Previously reported cases were either of bilateral dislocations or bilateral fracture dislocations. In our case the patient suffered bilateral anterior dislocation with a three part fracture dislocation on the right. A review of the literature is presented. & p . 1 : Résumé Nous rapportons un cas exceptionel de déboîtement de l'épaule anterieur bilatéral qui suit le trauma. Les cas précédemment rapportés étaient des déboîtements bilatéraux ou bien fracture déboîtements bilatéraus. Dans notre cas le malade a souffert un déboîtement anterieure bilatéral, associé avec une fracture de. Une révision de la littérature international est presentée.& b d y :
Introduction
The most common bilateral dislocations are posterior, resulting from seizures or convulsions due to epilepsy, electric shock or electroconvulsive therapy; or in emotionally disturbed patients, (3, 9, 11, 13, 14, 16) .
Simulataneous bilateral anterior dislocation of the shoulder occurs rarely and is usually of traumatic origin. A review of the literature reveals only 28 cases of bilateral anterior dislocation of the shoulder.
We report an unusual case of bilateral anterior shoulder dislocation following trauma.
Case report
A woman of 76 years of age tripped over the wire in her garden and fell forwards, landing on her outstretched hands. There was no history of seizures or epilepsy.
Physical examination revealed obvious bilateral dislocations. There was no peripheral motor, sensory or vascular deficit.
Radiographs of the shoulders demonstrated an anterior dislocation on the left. On the right ( fracture dislocation with a greater tuberosity fracture and an impacted fracture through the surgical neck of humerus. Closed manipulations successfully reduced both dislocations. On the right side the fracture of the surgical neck remained impacted with approximately 1 cm displacement of the greater tuberosity fracture. Although operative treatment in the form of open reduction and internal fixation was offered, the patient chose to be treated conservatively in an abduction brace.
Following immobilisation for one week for the left side and three weeks for the right side the paient was subsequently referred for physiotherapy.
After a period of twelve weeks of rehabilitation she had regained an excellent and confortable range of movement on the left and was developing useful gleno-humeral movement on the right.
Discussion
The mechanism of uni-lateral anterior dislocation of the shoulder is forced extension, abduction and external rotation of the arm causing impingement of the greater tuberosity on the acromion and thus levering the humeral head out of the glenoid. Sometimes a direct blow to the posterior aspect of the shoulder or forward traction can cause dislocation.
In falling and attempting to protect oneself, the arms are reflexly raised or abducted and this predisposes to anterior dislocation. Usually one arm reaches the ground first and sustains the injury.
Reviewing the literature were found 28 cases of bilateral anterior dislocation of the shoulder ( Table 1) . The most common mechanisms producing bilateral anterior dislocation or fracture dislocation of the shoulder are sudden muscular contractures and violent bilateral traction, or bilateral deceleration forces associated with trauma. Acute muscular contractions may be produced during seizures, epilepsy or an electric shock. The cases previously reported were either bilateral dislocations or bilateral fracture dislocations. In our case the patient suffered bilateral anterior dislocation with a three part fracture dislocation on the right side. To the best of our knowledge this combination of injuries has not previously been reported.
The greater tuberosity is displaced in the approximately 15% of all anterior dislocations [6] . When a two part fracture dislocation is associated with a greater tuberosity fracture that is displaced, the diagnosis of rotator cuff tear is almost certain, and this can cause long term instability and functional impairment if the greater tuberosity fragment is not anatomically reduced [15] . In our case, although the fracture of the greater tuberosity was treated conservatively, the patient regained satisfactory function.
